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racism that serve to marginalize and denigrate people of color: "A form of systemic, everyday racism used to keep those at the racial margins in their place. [Racial microaggressions] are: (1) Scholars have begun to explore the nature of racial microaggressions in the health care context, noting that such experiences have the potential to poorly impact health outcomes. 2, 6 For example, Walls and colleagues focused on racial microaggressions among Native Americans living with a chronic disease and found that experiences with microaggressions in health care settings contributed to worse mental and physical health reports. 2 Yet, much of the literature on racism and racial microaggressions in health care focuses on people of color generally assuming a monoracial perspective and categorization, overlooking the experience of multiracial people and families. Multiracial individuals -those who identify with more than one racial or ethnic group -are one of the fastest growing U.S. subpopulations, growing three times faster than the general population. 7 In the 2010 Census, roughly 7.5 million Americans selected more than one racial category, and this is expected to more than triple by 2060. 8 While many of the racialized experiences of multiracial people are similar to those experienced by people of color more broadly, research outside the health care setting suggests that multiracial people and families have unique racialized experiences. 9 Pew Research Center found that more than half of multiracial people (55%) report that they experience racial slurs or jokes and nearly one-quarter (24%) express annoyance about assumptions regarding their racial background. 7 Although these experiences often reflect racism experienced by people of color in general, for multiracial people and families, racialized interactions may be complicated due to questions about their racial identity, background, and family position. Health care settings may be particularly charged if health care professionals consciously or unconsciously communicate racial biases to racially mixed families. 10 Because of their cross-racial dynamics, multiracial individuals and families offer a unique lens to examine the impact of racial bias on health care disparities. Using a combination of interviews and focus groups, we identify and describe the ways in which racial microaggressions manifest in health care settings for multiracial individuals. In an effort to better center patient experiences, this work focuses specifically on identifying racial microaggressions and racism from the patient perspective. Our goal was to identify aspects of racism and racial microaggressions in health care settings and offer a more complex intersectional view of race that might not be fully understood in light of previous research, theory, and methods rooted in monoracial assumptions about race and family.
METHODS

Participants
We recruited participants using a combination of purposive and snowball sampling. 11 We identified potential participants passively by circulating information about the research study at national conferences, on multiracial organization websites and listservs, through social media, and through word of mouth. Interested participants completed an electronic screening survey. Participants were eligible if 1) they self-identified as more than one race and/or selfidentified as part of an interracial family relationship, and 2) they or someone they considered to be part of their family had received health care in the past 12 months. We contacted eligible participants and offered them the opportunity to join 1) an in-person interview, 2) a video conferencing or telephone interview, or 3) a web-based focus group. Recruitment continued until thematic saturation was reached. This study received an exempt determination from the University of Washington (Seattle, WA) institutional review board.
A total of 66 eligible participants indicated interest in either the interviews or focus groups. Of these, 40 consented (response rate: 61%) and 31 participated (participation rate: 78%). Participants were split approximately evenly between 3 focus groups (comprising a total of 16 participants) and 15 interviews. Interviews were conducted in-person at a location the participant preferred or by using an institutionally approved web-conferencing program. This allowed participants to select a venue that best fit their needs.
Data Collection
From February 2017 to June 2017, we collected information from participants using a combination of interviews and focus groups. We chose to conduct both focus groups and interviews to allow participants to select the venue that was most comfortable and convenient for them, recognizing that some individuals may be more comfortable sharing their stories in a group format than others. For consistency across data collection, we used a guide to direct the conversations. The guide supplied general topics and questions intended to elicit each participant's experience of racism, racial bias, and microaggressions in the health care setting. Participants were allowed to discuss all relevant or formative experiences, although we grounded the conversations in health care experiences occurring within the past 12 months. Each interview or focus group began in the same way by asking participants to share their experiences using health care services. From there, participants were asked more detailed questions about the role of race in their health care interactions, their health-seeking preferences, and how they felt their position as a multiracial person or as part of a multiracial family shaped their experiences. Participants also were asked questions about how they dealt with negative interactions and what suggestions they had for addressing racial bias in health care settings. The guide was designed to elicit both direct and indirect, or vicarious, experiences of racism. We chose this approach because scholars have suggested that vicarious racism -experiences that one observes or hears about but does not personally experience themselves, such as racism experienced by a friend, colleague, or relative -has the potential to cause stress similar to that induced by direct experiences. 12 For interviews, a trained interviewer (A.R.T. or C.R.S.) conducted the semi-structured interview. We audiorecorded and transcribed the interviews, then reviewed the transcripts for accuracy and context. For focus groups, a trained moderator (C.R.S.) posed questions using an online forum-style platform designed specifically for gaining feedback from groups. Participants responded in writing to the questions and were encouraged to respond to other participants' comments. Although focus group participants were encouraged to reflect and comment on each other's responses, most did not, and the resulting responses were more similar to individual interviews than interactive focus groups. We formatted responses by group and by individual to evaluate within-and acrossgroup similarities and differences.
Data Analysis
We analyzed data using an inductive grounded theory approach, identifying themes that emerged from the data. 13, 14 To ensure the research was conducted and analyzed in a rigorous way, analysis followed an interpretive, multiphased approach. 15 All participant responses were reviewed, and an initial coding schema based on response frequency and patterns across responses was developed. We reviewed the focus group and the interview data separately, applying a withincase and across-case approach. 16 The content across data collection strategies was similar, despite focus group participants' ability to read and respond to other group members' responses. Unlike traditional focus groups, in which the group dynamic is inseparable from the conversation, participants in the web-based focus group answered the questions independently and researchers exported each individual's responses. Therefore, we opted to analyze the individual focus group responses and the interview transcripts using the same process. Through an iterative, reflexive process, the research team added, refined, and defined codes. We employed a content analysis 17, 18 to identify instances when participants described racism, racial bias, and microaggressions.
We imported de-identified participant responses into Dedoose (SocioCultural Research Consultants, LLC, Manhattan Beach, CA), a computer assistive qualitative analysis software. 19 Two researchers (A.R.T. and P.Z.W.) applied these codes to each participant response independently. We compared our coding application, identifying similarities and differences, and communicated regularly about the codes and coding applications. Discrepancies were reconciled through consensus. To enhance validity, we consulted with our Stakeholder and Patient Advisory Group (consisting of patients, clinicians, and scholars) about emerging themes.
RESULTS
Participant Characteristics
The majority of participants identified with more than one racial category (94%). As Table 1 shows, participants also were mostly female (81%) and had postsecondary education (75%).
Participants described that the racial microaggressions they faced in health care were similar to those they experienced every day in other settings. We did not specifically ask participants to indicate the race of the provider in the interaction because, often, they discussed multiple interactions with various providers. However, in sharing their stories, the majority of participants referenced experiences with white providers and described the difficulty in locating providers from racially diverse backgrounds. As Table 2 highlights, 6 prevalent microaggressions were identified: mistaken identity, mistaken relationships, fixed forms, entitled interrogator, pervasive stereotypes, and intersectionality.
Mistaken Identity
Many of the participants expressed instances in which health care providers assumed they were one race or they were documented as such in medical records, despite self-identifying as more than one race. A multiracial participant who identified as mixed race, Asian and white, Most stated that they would prefer to select each of the racial categories with which they identify, but the option to select multiracial is a better alternative than having to select only one race category. Several participants noted the importance of this not only for their own health care management but also for research, as medical records are increasingly used for this purpose.
Entitled Examiner
Participants described how the relationship between patient and provider differs from other relationships. To address this, several participants described dressing a particular way so that they would receive the communication and treatment they desired for the circumstances. Participants mention such encounters left them feeling uncomfortable or awkward as a result.
Intersectionality
While the focus of this project was to capture racial microaggressions, participants expressed that they often could not distinguish these from other microaggressions. As one participant described, race alone may not have been the only cause of discrimination but the intersection of multiple marginalized identities:
"I guess it's just one of those things that it's hard for me to necessarily pull out what is race-related and what isn't. I think the thing that kind of has been hitting home most recently has been that I am also a disabled person. … I get a lot of stigmatizing language around addiction. And I think that that's really interesting because of what I know culturally about the stigma against Native American and Latino people is a lot around this idea that all Natives are drunks, and kind of the same thing is stigmatized around Latinos."
Participants discussed the intersections of gender, age, and race most frequently. However, citizenship, disability, language, and insurance also were mentioned.
DISCUSSION
Previous work outlined a taxonomy for multiracial microaggressions in clinical behavioral health settings, highlighting how multiracial microaggressions in everyday life parallel those in clinical settings. While scholars have begun to identify and explore the prevalence and significance of microaggressions in health care settings, 2, 6, 22 to our knowledge our work is the first to date to document multiracial patients' experience of these microaggressions and to do so in their own words.
Johnston and Nadal describe a framework of five dominant manifestations of microaggressions for multiracial individuals: exclusion and isolation; exoticization and objectification; mistaken identity; denial of multiracial reality; and pathologizing of identity and experience. 9 Our work reaffirms that these manifestations exist in health care settings and provides nuance in terms of how they manifest. Regarding exoticization and objectification, this paralleled much of what patients described related to pervasive stereotypes. Patients commonly cited mistaken identity, particularly in electronic health records, and denial of multiracial identity as described in our fixed forms theme.
However, our work also illuminates some key distinctions between the existing taxonomy for multiracial microaggressions and patients' reporting about their experiences in health care settings. First, patients describe exclusion and isolation in more nuanced ways. Arguably similar to people of color generally, some reported feeling different from predominantly white health care providers and staff. A central point that has been unaddressed in previous work is the feeling of being excluded from one's own family by providers. While most participants acknowledged that this is not necessarily different from everyday life, the impact intensified in health care settings. In health care, people often felt a need or desire for family support related to the circumstances of seeking care with a family member -whether in supporting a relative's care or in receiving support during one's own health care. For some, this isolation and exclusion distanced them from decisionmaking and felt disempowering.
Second, pathologizing of identity and experience extended broader than race; this notion manifested as pathologizing health behaviors. Patients expressed provider assumptions about promiscuity, alcohol and drug misuse, diet, and exercise, despite patients reporting otherwise. Furthermore, several expressed provider assumptions about a lack of health literacy.
Third, previous work has not illuminated with the same attention and clarity the impact of the power relationship between patients and providers in dealing with questions that felt intrusive. While patients described instances of feeling uncomfortable or awkward, they often responded to providers' questions. A key difference between racial microaggressions experienced outside health care versus inside is power dynamics between patients and providers. Unlike everyday experiences of microaggressions in which one might ignore or disregard a stranger's comment or question, in the context of seeking health care, patients were uncertain as to what questions they felt they needed to supply to guide their health care decision-making versus what they were being asked to satisfy a provider's curiosity. When combined with monoracial assumptions that can exclude family racial dynamics and constrict racial identities, race may have a heighted salience for multiracial patients. Taken together, findings from this study further illustrate and add nuance to the complexity and prevalence of racial microaggressions in health care settings.
This work focuses on the experience of multiracial individuals; however, some of the findings suggest that health care settings may operate under a narrow construct about the meaning of family. This could have broader implications for family-centered care and patient-family-provider communication. Further work should explore this more directly, particularly in pediatrics, obstetrics and gynecology, and geriatrics, areas for which we would expect higher levels of family engagement.
Limitations
Because of the purposive and snowball sampling strategies employed, we acknowledge some study limitations. First, the majority of our sample identified as college-educated women of reproductive age. This may limit the range and types of racism and microaggressions potentially identified with more diversity in terms of education, gender, and age. Second, as this was a self-selected sample, some of the participants had specialized training or interest in mixed-race studies or public health. In this regard, participants may have been more aware of and able to verbalize their experiences of racism and microaggressions than the general community. Third, we conducted interviews and focus groups with individual patients; while this provided valuable insights into individual experiences, it also highlights an opportunity for future research incorporating multiple family members' perspectives.
Nonetheless, the strength of this study is its internal validity, given the recurring themes identified within and across multiple interviews and focus groups. Furthermore, many of the themes that emerged were consistent with descriptions of racism and racial microaggressions in the health care literature as well as the multiracial literature, contributing to external validity. While this study was exploratory in nature and not meant to be representative of the full diversity of the multiracial patient population, the complexity of race and racism emerging from these findings sheds light on the experience of racial microaggressions for multiracial people and families in health care and may inform efforts to provide culturally responsive patientand family-centered care. Given the dearth of research in this area, this study lays the groundwork for future larger-scale quantitative and mixed-methods studies with a more diverse sample.
Practical Implications
Several practical implications for improving patient experiences and facilitating systematic improvements in the provision of culturally responsive health care services emerged from this study. First, the findings are particularly relevant to health profession education and training programs. For example, many of the textbooks and materials focused on diversity and cultural competency do not discuss multiraciality, and many educators may not be familiar with teaching such topics. Furthermore, lectures and discussions about the various forms of racism, including microaggressions, are often not approached in detail, if at all, in the medical curricula and need to be more deeply addressed in programs and courses. Studies have found that although social determinants of health and health disparities are increasingly covered in health and medical curricula, students and residents still leave their training underprepared to tackle issues of racism and health upon entering the field; even more problematic, some still hold implicitly or explicitly racist beliefs about people of color. 23, 24 Second, our study findings suggest possible professional development opportunities for currently practicing providers. In terms of efforts to address racial bias and monoracial assumptions, professional development efforts could include partnering with culturally responsive multiracial organizations for training and development opportunities. Likewise, antiracism training for health care professionals is necessary, but not sufficient to systematically address various forms of the individual, institutional, and systemic racism that shape health care contexts. Efforts should be made to address the systemic issues that shape patient experiences and health outcomes both within and beyond the health care setting. Furthermore, assessing health care providers' perspectives, knowledge, and experience working with multiracial individuals and families, as well as their knowledge about racial microaggressions, may yield additional insights to help design efforts to facilitate the provision of culturally responsive health care services.
CONCLUSIONS
In addition to illuminating how racial microaggressions commonly manifest in health care for multiracial people and families, our study findings build on previous work 25 showing how unexamined provider biases on race, gender and sexuality, weight, and socioeconomic status can impact clinical decisionmaking and perpetuate health disparities. A deeper understanding of patient perspectives about racial microaggressions reveals opportunities to improve patient-provider communication. For multiracial individuals and families, racial microaggressions may have implications for patient engagement in health care and can ultimately impact health and well-being. To help facilitate systematic change, further work is needed to understand the specific mechanisms by which experiences with racial microaggressions in health care settings impact health and well-being among people of color, particularly among multiracial individuals.
Patient-Friendly Recap
• Multiracial individuals and families provide a unique perspective on patient experiences of racism and racial bias.
• Using a combination of interviews and focus groups, the authors illuminated how racial microaggressions commonly manifest in health care settings.
• Patients' reported experiences may guide improvement in patient-provider communication and redirect the design of culturally responsive care practices.
